While Covid-19 has rightly grabbed the attention of health care organizations and policymakers, other health care challenges, like the opioid crisis, persist under the radar. Many people continue to suffer from poorly managed pain, and, in fact, may face additional challenges accessing quality and timely health care given that almost all non-urgent care is being delayed or foregone.[@r1]^,^[@r2] While the health care system focuses on the current pandemic, it is important to avoid regressing on the nation's recent progress in combatting opioid misuse and use disorders.[@r3] In this article, we outline the ongoing challenges that health care organizations, payers, policymakers and providers must overcome in the current and post-Covid-19 era to deliver effective pain management, a component critical to fighting the opioid crisis.

> Many people continue to suffer from poorly managed pain, and, in fact, may face additional challenges accessing quality and timely health care given that almost all non-urgent care is being delayed or foregone.

Improving pain management
=========================

Pain is a leading cause of disability in the US, with recent data showing that low back and neck pain account for the highest amount of annual health care spending (\$134.5 billion in 2016) among all common medical conditions.[@r4] These and other data[@r5]^,^[@r6] strongly support the need for changes in the way we manage pain. Many recent attempts at pain management reform have come in response to the ongoing opioid epidemic, a response that has been likened to managing a house on fire.[@r7] The most immediate need was to extinguish the fire, which naturally led to health care policies and interventions that were largely downstream such as encouraging change in prescriber behavior, addressing and managing opioid use disorder, and reducing opioid-related overdose and mortality.

> Many recent attempts at pain management reform have come in response to the ongoing opioid epidemic, a response that has been likened to managing a house on fire.

The current approach has demonstrated some initial success in bending mortality curves,[@r8]^-^[@r10] but by itself is not sufficient to fix the underlying problem which is the need for safer and more effective pain management strategies. Such strategies should focus on:

1\) ensuring that patients are getting effective pain management when they initially access care, an upstream intervention that can drastically reduce unnecessary opioid initiation

2\) development and delivery of effective care models for patients who continue to experience significant pain after they are tapered off of opioids.

Multiple national organizations and federal agencies, including a recent National Academy of Sciences workshop on Non-Pharmacological Approaches to Pain Management[@r11] and the HHS Pain Management Best Practices Inter-Agency Task Force,[@r12] are delivering a clear and consistent message: we have enough actionable evidence to pursue significant health care system change. These organizations and other national stakeholder groups have clearly outlined next steps.[@r13]^,^[@r14] They include:

-   Re-configuring health care delivery models

-   Leveraging published clinical practice guidelines, such as those developed by the American College of Physicians for low back pain (LBP)

-   Providing early non-pharmacological management

Integrated pain management (IPM), focused on individualized patient needs, has the ability to coalesce these steps into a cohesive strategy for action.

Formally, IPM programs use an array of treatment modalities across a variety of disciplines to address the biopsychosocial and functional needs of the patient with pain. IPM treatments can include both pharmacological and non-pharmacological management; psychological, psychiatric, and behavioral health interventions; rehabilitative approaches (physical, occupational, chiropractic, and others); integrative health approaches (acupuncture, yoga, and others) and surgical management.[@r15]^-^[@r17] A variety of health care providers and disciplines may participate in care delivery, underscoring the importance of integration, coordination, and communication among members of the care team.

However, despite data supporting the benefits of IPM programs[@r18]^-^[@r21] and guidance from federal agencies and national organizations promoting integrated, multidisciplinary care,[@r11]^-^[@r13]^,^[@r22] IPM programs are not widely implemented.

Challenges facing integrated pain management programs
=====================================================

To better understand the challenges surrounding implementation of IPM programs, the Duke-Margolis Center for Health Policy and the Duke Department of Orthopaedic Surgery held a roundtable in February 2020 with more than 30 stakeholders including payers, purchasers, employers, health policy experts, pain researchers, front-line clinicians, and patient representatives. Discussions focused on key challenges associated with the development, implementation and maintenance of IPM programs. We highlight the most important takeaways from that meeting below.

***Challenge \#1. Financial incentives are misaligned with comprehensive, integrated care models under Fee-for-Service (FFS) payment.***

Clinicians and health care organization leaders emphasize that financial and business considerations have stymied wide adoption of IPM programs. Part of the challenge is that the FFS payment system poorly supports care coordination and conversations with patients about their goals and needs. Another challenge is that complementary and integrative therapies form an important part of IPM, yet those services (e.g., yoga and acupuncture) are often not reimbursed by many health care payers.[@r23] Further, there are benefit caps or other payment restrictions on services commonly used for pain management, notably physical therapy and chiropractic care.[@r23]

Beyond the barriers associated with payment, many clinics struggle to implement a new integrated pain management program because they do not have the upfront capital they need to hire new staff, provide training in IPM approaches to existing clinicians and staff, or invest in new health information technology capabilities to identify and track patients with chronic pain: all barriers that have become even more difficult to overcome due to the financial and resource strain caused by Covid-19.

***Challenge \#2. Health care systems, payers, and purchasers need more comprehensive data to better establish the business case for sustainable programs.***

Demonstrating program effectiveness and reducing direct costs is a critical first step but does not always lead to adoption of IPM programs. Health care organizations need additional data to understand the financial implications specific to their health care delivery system to make a strong business case for their leadership to invest in IPM programs. They need to understand how many people would use IPM services, for how long, and what specific services they need. Further, while some health care organizations may be able to repurpose existing care management infrastructure built to support alternative payment models, others do not have these supports. Importantly, health care organizations are not homogeneous. Their needs vary based on local context (with high stresses on rural, safety net, and smaller practices).

Payers will require similar information, but also need to understand whether networks of providers are available to deliver IPM services. This is especially important for contracting with service providers for complementary therapies, like yoga and acupuncture, who may not have worked with health insurers before. Payers also work under constraints based on the type of insurance---for example, Medicare Advantage plans have different financial structures, quality measures, and populations from traditional Medicare or a Medicaid managed care plan or commercial insurance---which affects the business case for investing in integrated pain management.

***Challenge \#3. Delivering comprehensive, integrated care is often not feasible in underserved or rural areas.***

The areas hardest hit by the opioid crisis are rural and underserved communities,[@r24] the same communities that are unlikely to have access to IPM programs and services. Access barriers may include: too few primary care providers or pain management specialists; lack of trained behavioral health professionals; limited or no availability of medication-assisted treatment; and uncertainty in how to identify/include local providers with expertise in pain management, such as doctors of chiropractic, as part of a health care team. In rural areas or areas with severely limited provider options, many patients cannot afford the time and cost of traveling to treatment.

Telehealth can help with access issues in rural areas, and the COVID-19 pandemic is likely to result in greater use of these capabilities.[@r1] Services like cognitive behavioral therapies and physical therapy have been effectively delivered through telehealth, but there remain payment and regulatory challenges to making this a common or preferred strategy.[@r23]

***Challenge \#4. Lack of consensus on how to measure quality and define program success.***

Currently there is no consensus on how to measure quality in pain management, much less quality in IPM programs. An effective method to measure quality is critical for moving value-based payment programs forward, as payment reforms depend on performance measures to ensure that care quality is maintained or improved. One important area for measure development will be in patient-reported outcomes (PROs),[@r25] which can capture a person's functional status and quality of life. Such measures are in nascent use now, but are especially important for understanding the impact of pain. The success of PROs in certain bundled payment programs, like those for hip and knee osteoarthritis, bode well for their use in other aspects of musculoskeletal functioning.

***Challenge \#5. Inadequate workforce training/knowledge in appropriate pain care.***

IPM programs are not effective or sustainable if the health care workforce lacks adequate training in pain management best practices. Enhancing workforce training in pain management also provides novel options for delivering more comprehensive pain care through existing service lines. For example, the Duke Joint Health Program,[@r26] a comprehensive, integrated program for managing osteoarthritis, employs physical therapists with specialized training in applying cognitive behavioral theory to pain management. These specialized providers act as a health care system navigator to coordinate guideline-adherent pain care for patients with other health care providers such as psychologists, behavioral health coaches, and nutritionists.

> IPM programs may face low consumer-level demand if the public views treatments like medication and surgery as the only viable options for pain management.

***Challenge \#6. Lack of public knowledge regarding the risks and benefits of different pain treatments.***

IPM programs may face low consumer-level demand if the public views treatments like medication and surgery as the only viable options for pain management. One of the few silver linings associated with the ongoing opioid epidemic is increased public awareness of the dangers associated with opioids, which contributes to individuals seeking safer pain management alternatives. Public education campaigns can be effective in driving guideline-adherent care. One classic example is a public advertisement campaign in Australia that used radio and printed advertisements, outdoor billboards, posters, seminars, workplace visits, and publicity articles to successfully modify beliefs and health care utilization related to low back pain.[@r27] Consumer demand for IPM may improve as a result of enhancing public knowledge of best practice and potential risks associated with use of early imaging, opioids, and surgery.

Looking to the future: How do we build and sustain IPM programs?
================================================================

Emerging value-based payment models, coupled with the substantial personal and economic impact of pain, have provided a strong impetus to reconsider what is needed to develop sustainable, comprehensive approaches to pain management. Given the aforementioned challenges, and in consideration of existing literature and insights gained from the roundtable meeting, we propose that the ideal IPM program should be defined by the following principles:

1\. Focused on delivering the right pain management care to the right patient at the right time, based on their individual needs and goals.

2\. Takes a comprehensive, evidence-based, and guideline-concordant approach to pain management, which avoids low value and ineffective interventions and coordinates the multiple interventions that are needed.

3\. Incorporates multiple provider disciplines and services, including but not limited to: psychological and behavioral health interventions; rehabilitative approaches (e.g., physical, occupational, chiropractic therapies); integrative health approaches (e.g., acupuncture, yoga, and others) and medical management (e.g., pharmacological and surgical interventions).

4\. Encourages non-pharmacological, non-surgical treatments as frontline care.

5\. Incorporates routine, standardized quality and outcomes measurement.

6\. Provides options and flexibility for care delivery based on patient needs, including telehealth and in-home services.

Programs meeting these principles are generally poorly supported by fee-for-service payments, so development and sustainability of such programs will likely require more flexible payment models.

A clear message from roundtable attendees was that health care organizations, payers and employers need case examples of successful, sustainable IPM programs that have learned how to address these challenges. One exemplar is the U.S. Department of Veteran's Affairs (VA) Whole Health System.[@r28]^,^[@r29] The Whole Health System is a person-centered, systematic approach to providing comprehensive health care early in the relationship between VA and the veteran. While the system is not specific to pain management, chronic pain management is a frequent focus. Unlike traditional episodic care models, this system is designed for continuous engagement with the veteran throughout life. The model emphasizes self-care within the broader context of well-being, and incorporates a full range of conventional and complementary and integrative health approaches, such as stress reduction, yoga, tai chi, mindfulness, nutrition, acupuncture, and health coaching.[@r28]^,^[@r29]

The Whole Health System model is one example of what is possible for IPM programs. However, health care systems and payers looking to develop and implement IPM programs need exemplars of successful models across a variety of patient populations, reimbursement models, geographic regions, and delivery settings. To this end, we are working with initiatives such as the Alliance to Advance Comprehensive Integrative Pain Management (AACIPM) to identify IPM programs across the US and develop a knowledge base of best practices for program implementation. This resource will supply practical guidance for those organizations needing to develop, implement or sustain IPM programs.

Covid-19 will make some challenges even more difficult to overcome, while providing opportunities to better address others. For instance, the ongoing pandemic response has limited access to services that require in-person care, like acupuncture, physical therapy and some medication prescribing,[@r2] while facilitating expansion and reimbursement of telehealth services for pain management.[@r1]

In the longer term, Covid-19 could impact the ability and willingness of organizations to invest in IPM. Even prior to Covid-19, health care organizations needed sufficient capabilities to implement IPM programs, such as the ability to track and forecast utilization trends, and understand potential impacts on invoicing and revenue cycle management. But revenue uncertainty[@r30] and shifting organizational priorities during this public health crisis could discourage investment in these capabilities and other critical IPM components such as implementation of health information technologies (to identify and manage high-risk groups) and coordination of pain care across providers and patients.

We will not understand the full impact of Covid-19 on our progress to combat the opioid crisis for quite some time. Nevertheless, overcoming these six challenges remains a high priority for improved pain care, and we strongly advocate that all stakeholders consider what they can do to address these barriers now and in the future. Collective action will ensure that the meaningful gains we have made in the fight against opioid misuse and abuse will not be lost in the fire.
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